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ABSTRACT

There is a growing literature that seeks to understand Black women/birthing people’s postpartum experiences, particularly in the context of structural, political and
historical exclusion of Black people in the United States. The overarching goals of this manuscript were to explore Black women’s postpartum experiences, how
racism impacts the postpartum year, and for those insights to reimagine a model of postpartum care that enables Black birthing people to achieve that vision of
wellness. We conducted four focus groups with 23 self-identified Black women in the Washington DC metropolitan area who had given birth in the prior two years.
Participants attributed the intense overwhelm that characterizes the postpartum period to the historical legacy of slavery, the Jim Crow era, and the enduring “strong
Black woman” racial trope. Most participants reported receiving only one postpartum care visit amidst unmet care needs. Structural barriers like transportation,
minimal paid leave, and crowded and racially segregated healthcare systems contributed to feelings that postpartum care and wellness were inaccessible. Racist
encounters with healthcare providers and fears of family policing sometimes led to care avoidance as a means of mitigating harm while simultaneously motivating
attempts to seek racially and culturally concordant care. Participants also shared the ways in which they resisted racism while also rejoicing in mothering and child
(ren). Our findings demonstrate an urgent need to reimagine postpartum care to address the enduring impact of the historical context, the manifestations of racism,

and the structural ways that postpartum is neglected, while also promoting wellness and joy.

1. Introduction

Black women/birthing people’s experiences during the postpartum
year reflect a ubiquitous tension between the joy of a new beginning and
the hardship of healing and parenting in an oppressive world. Culturally
grounded support systems in Black communities can make giving birth a
joyous occasion. However, the perception and lived experience of higher
rates of physical and mental health postpartum complications often
cloud that joy (Rigueur, 2021). Black women/birthing people in the
United States (US) face increased rates of severe maternal morbidity
(SMM) and maternal mortality when compared with their white coun-
terparts, with over half of maternal deaths occurring postpartum (Fink
etal., 2023; Trost et al., 2022). Black women also face significant unmet
mental health needs (Taiwo et al., 2024) and high rates of perinatal
mood and anxiety disorders, with 40% experiencing postpartum
depression (Wisner et al., 2013).

The postpartum experiences of Black women/birthing people are
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impacted by structurally mediated racism in settings where they birth,
recover, and navigate life (Geronimus et al., 2016). In the U.S., across
intersections of race, class, and gender, Black women/birthing people
are routinely viewed as both sick and invincible. Historically, the liminal
space of postpartum recovery was coveted, albeit tainted by patriarchy
and structural racism, as a time for specialized holistic care of the
parent-newborn dyad. Replacing community-based postpartum care
with a medical model that increasingly leaves postpartum individuals to
fend for themselves and then blames them for not seeking care has
contributed to poor outcomes (Eberhard-Gran et al., 2010; Scott &
Davis, 2021).

Since the 1930s, little has changed in the dominant postpartum care
model (American College of Obstetricians and Gynecologists, 2018).
Uterine involution at approximately six weeks dictates the timing of the
single postpartum visit offered to most birthing people. However, both
individuals and organizations have long called for a more holistic
conceptualization of postpartum care. Sheila Kitzinger, (1975) argued
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that the “fourth trimester” requires loving care to nurture parents and
tend to their psychosocial needs before complications arise. In 1998, the
World Health Organization decried the lack of comprehensive care
during the critical postpartum period and recommended skilled pre-
ventative care with routine visits at 6 hours, six days, six weeks, and six
months (World Health Organization, 1998). Despite decades of efforts to
expand postpartum care, it was not until 2018, in response to rising rates
of postpartum morbidity and mortality, that the American College of
Obstetricians and Gynecologists (ACOG; 2018) recommended replacing
the single six week postpartum visit with at least two episodes of care,
including one comprehensive visit, before 12 weeks.

In the lives of Black women/birthing people there is an oppressive
“surround” that maintains and perpetuates inequities (Geronimus et al.,
2016). The tragedy of postpartum morbidity and mortality are height-
ened in the Black community by barriers to postpartum care, mistreat-
ment during care, and inequities in paid parental leave (Tully et al.,
2017; Vohra-Gupta et al., 2021). Understanding Black women/birthing
people’s experiences during the postpartum year is necessary to create
care structures and services that holistically meet their needs; however,
Black women/birthing people’s postpartum experiences in healthcare,
community, home, work, and other social structures are poorly under-
stood. The body of literature on Black women/birthing people’s post-
partum experiences sheds light on the oppressive cues in everyday
settings that contribute to perinatal inequities. Black women/birthing
people’s postpartum experiences also reveal the liberatory community
and healthcare spaces where they feel valued, seen, and heard. Their
experiences can chart a path toward postpartum justice and equity.

The majority of qualitative research regarding Black women/birth-
ing people’s postpartum experiences investigate them within the context
of the entire peripartum experience (Segovia et al., 2024). Studies
focused solely on the postpartum period consider experiences associated
with severe maternal morbidity (Canty, 2022; Niles et al., 2024; Post
et al.,, 2024), birth complications (Barnett et al., 2022), postpartum
emergency department visits and readmissions (Burdick et al., 2024)
and risk factors for postpartum complications (Ogunwole et al., 2023).
Niles et al. (2024) asked Black, Latinx, and/or persons of color about
postpartum burdens after SMM and participants reported challenges
caring for themselves and their children in the setting of enhanced
vulnerability while recovering. Post et al. (2024) found that Black
women with a history of SMM living in zip codes with the highest
maternal mortality rates reported a heightened state of vulnerability
postpartum. Canty (2022) heard from Black women that traumatic ex-
periences with SMM contributed to delayed postpartum healing. Barnett
et al. (2022) interviewed women of color, 81% of whom identified as
Black, and found that postpartum depression was a major hurdle to
managing stress and caring for themselves and their newborns while
juggling the sequela of a pregnancy or birth complication.

Studies that address Black women/birthing people’s perinatal ex-
periences frequently also describe the sequela of obstetric racism, a form
of trauma that, unlike birth complications, is rarely formally docu-
mented in the health record. Black women/birthing people’s experi-
ences with care encompass all forms of obstetric racism (diagnostic
lapse, neglect, dismissiveness, or disrespect, intentionally causing pain,
coercion, ceremonies of degradation, medical abuse, and racial recon-
naissance) (Davis, 2019; Dill, Varner, & LeConté, 2021). When inter-
viewing Black women with postpartum cardiometabolic risk factors,
Ogunwole et al. (2023) found that racism manifested as heightened
stress, feeling judged and criminalized, and not receiving vital infor-
mation to understand and manage complications. The same concerns
arise in qualitative studies that describe Black women’s postpartum
experiences alongside experiences across the perinatal continuum
(Barnett et al., 2022; Chambers et al., 2020; Rodriguez et al., 2023;
Wang et al., 2021). During postpartum emergency department visits and
readmissions, Black women reported a lack of communication about
their complications, not being heard or believed, and a lack of respect for
bodily autonomy (Burdick et al., 2024). Burdick et al. (2024) also noted
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discrepancies between the conditions patients reported and the docu-
mentation in their charts highlighting another concern frequently raised
over neglectful care and poor communication (Rodriguez et al., 2023;
Wang et al., 2021). Black women reported the need for hypervigilance to
effectively manage their care amidst delays even after repeated attempts
to communicate and escalate their concerns (Ogunwole et al., 2023;
Wang et al., 2021) Consistent with the strong Black woman trope
(Woods-Giscombé, 2010), Black women expressed feelings of loneliness
and the need for social support and mental health care despite the so-
cietal expectation that they should manage challenges on their own
(Ogunwole et al., 2023; Rodriguez et al., 2023). Structural barriers
included expectations to fully recover after six weeks, lack of community
resources, and challenges accessing and maintaining housing and
employment (Barnett et al., 2022; Chambers et al., 2020; Ogunwole
et al., 2023).

Black women also shared positive experiences that enhanced their
postpartum journey. Trusting patient-centered provider relationships
with racial and gender concordance, continuity of care, and clear
communication facilitated a positive care experience. Culturally
responsive and collaborative care models were uplifting. Access to social
and mental health support and programs to address economic hardship
were valued but rarely available (Barnett et al., 2022; McLemore et al.,
2018; Ogunwole et al., 2023; Perry et al., 2024; Segovia et al., 2024).

Scott and Davis (2022) advocate for a “Black Woman-Person first
approach” to postpartum care that tends to the desires and dreams of
postpartum individuals and delivers care that addresses physiologic and
psychosocial needs within an anti-oppressive structure. Rather than
viewing Black women’s experiences through the lens of victimhood,
Scott and Davis (2022) instead employ Black feminist praxis to appre-
ciate Black women as experts on their health who, despite oppressive
systems, have a legacy of creating liberatory care practices during the
postpartum year. Designing care structures that are responsive to the
needs and expertise of Black women/birthing people requires a holistic
understanding of their experiences during the postpartum year.

The current study was conducted in collaboration with Community
of Hope (COH), a federally qualified health center in Washington DC
with a full-scope Black-led midwifery practice and robust maternal-child
health team. COH received a 3-year Hillman Innovation in Care grant
that aimed to support the reimagination and implementation of a
comprehensive 12-months model of midwifery-led postpartum care
based on insights from Black women. This qualitative study was the
formative research that aimed to understand what it means for Black
birthing people to be healthy and well in the postpartum year, explore
the impact of racism on the postpartum year, and garner insights and
wisdom to reimagine a model of postpartum care that enables Black
birthing people to achieve their own vision of wellness. The findings
presented in this manuscript explore Black women’s postpartum expe-
riences, including their experiences of racism and their efforts to resist
racism and savor joy.

A note on language: We acknowledge that pregnant and postpartum
people may include individuals from many genders. In this study, all
participants self-identified as Black women and therefore we utilize the
term “Black women” throughout the manuscript. However, where the
existing literature or broader study implications may be more widely
applicable, we utilize inclusive terms such as Black women/birthing
people.

2. Methods
2.1. Theoretical framework

This study employs Black feminist theory as an analytic framework
(Collins, 1990). Black feminist theory posits that Black women’s lives
and experiences must be considered within the historical and sociocul-
tural context that includes the overarching arc of racism across gener-
ations, manifested in the US through the legacy of slavery, Jim Crow,
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segregation, police brutality, family policing, and other forms of struc-
tural, social, and interpersonal marginalization and discrimination.
Black women are the experts of their lives, and this expertise is rooted in
their position within a society shaped by interlocking oppressive systems
of race, gender, and class. Appreciating how race, gender, class, and
other social characteristics work simultaneously to impact one’s health
is essential to Black feminist theory. Intersectionality, which emerged
out of and alongside the Black feminist tradition, considers not just the
simultaneity of multiple oppressive systems but their collaborative na-
ture as well (Crenshaw, 1989). Ultimately, Black women’s healthcare
experiences and underlying risks must be understood in relationship
with other social factors and societal structures (Mullings, 2005).

Black feminism as a standpoint theory (Harding, 1992) helps us to
understand that Black women maintain a unique and valuable
perspective on their perinatal health due to both collective and indi-
vidual experiences (Brantley, 2023). Black women share many pivotal
experiences and yet while a collective standpoint has emerged, it is
important to acknowledge that the prominence of any one oppressive
system in the lived experience of a Black woman will be individualized.
This standpoint centers the lived experience of Black women, illumi-
nates their perspectives in the quest for understanding the roots of
health inequity, and actively deconstructs prevailing hegemonic narra-
tives around Black perinatal health that are rooted in White supremacy.
Black women’s experiences are complex and must be understood not
solely within the limited dimensions of vulnerability and oppression, but
also within the paradigms of resistance and agency (Mullings, 2005).
This study harnesses individual and collective consciousness to under-
stand the complexity and range of postpartum experiences of Black
women.

2.2. Study design and approach

We used a community-based participatory research approach
informed by principles of emancipatory action to ensure that the study
was relevant to the community being studied, well-designed and
executed, and that the results would be interpreted and reported in a
trustworthy and culturally informed manner (Christopher et al., 2008;
Cordeiro et al., 2017). We estimated that we would need to complete
between 2 and 3 focus groups to identify salient themes for the study
aims. Our estimate was based on the planned study sample with a single
strata salient to our inclusion criteria (Black birthing people) without
further planned sub-groups (Guest et al., 2017; Hennink et al., 2019).
We scheduled focus groups until data saturation was achieved. In total
we offered 6 focus group times including 4 via Zoom and 2 in-person. No
participants chose to attend an in-person focus group and thus those
were cancelled. Between February and May 2022, we conducted four
focus groups with n = 23 Black women who had given birth in the past
two years. Each focus groups included 4-8 participants to ensure there
was sufficient participation for generative discussion, and adequate time
for all participants’ voices to be heard. Data saturation was achieved
with the 3rd focus group. The research and clinical study team members
were involved in all stages of the research process, including concep-
tualization, study design, recruitment, and data analysis, interpretation,
and contextualization. This study was approved by the Georgetown
University Institutional Review Board (Study #00004646). We used the
Standards for Reporting Qualitative Research (SRQR) reporting guide-
line to develop the methods and results of this study (O’Brien et al.,
2014).

2.3. Study team

The research study was designed and implemented as a research-
clinical-community partnership. The clinical partner, COH, serves over
85% Black clients and has clinics in wards 1, 5, and 8. The advisory team
included midwifery, maternal/child health services, and executive
leaders in community-based clinical care including two Black women (of
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whom one had given birth in the past two years), a queer White man,
two White women, and a Black man. The advisory team collaboratively
developed the aims of this study. They reviewed all study documents,
including the IRB application and focus group guides. The advisory team
supported community based recruitment for the study, and gave feed-
back on preliminary qualitative findings. One member of the advisory
team is a co-author on this paper, and two representatives reviewed the
manuscript prior to submission.

The research team included midwifery clinicians, qualitative re-
searchers, quality improvement experts, and community-based organi-
zation leaders all of whom are mothers who have given birth. The
researchers responsible for the study design and qualitative expertise
(NJ and CX) are PhD-prepared nurse-midwifery faculty in schools of
nursing with extensive training and experience in qualitative research,
one of whom is a Black and the other White Latinx, both of whom gave
birth in 2020, have received care at COH during a pregnancy, and have
worked as clinical midwives providing care at COH. The focus groups
were facilitated by two Black women (LA and XXES with extensive
experience facilitating focus groups and other group-based services for
Black mothers, and who are mothers to school-aged children to whom
they gave birth. LA is a DNP-prepared certified nurse-midwife who had
received pregnancy and postpartum care at the COH, and ES is a PhD
candidate responsible for data and analytics at Mamatoto Village, a DC-
based non-profit organization that focuses on meeting the social and
structural needs of Black birthing people in Washington D.C. including
regular referrals from COH. Throughout the research process, we
remained mindful of our own identities in relationship to the identities
of our participants, the application of Black feminist theory as a theo-
retical framework, and the study findings. Having the focus groups
facilitated by trained facilitators who shared key characteristics (Black
mothers/birthing people) of the study participants supported the crea-
tion of trustworthy environment, particularly related to discussions of
race and racism.

2.4. Study setting

In Washington DC, where this study is situated, health inequities are
tied to a long history of local/federal structural disinvestment and
devalorization of Black communities (King et al., 2022). Washington DC
was known as “Chocolate City” for over 5 decades because most of the
population was Black. And yet, in 2021 that moniker no longer applied
because the population of White residents had risen steadily each year.
The city has flourished economically, yet racial inequities persist in
every sector (i.e., housing, health, economics, education). Washington
DC has undergone intense urban renewal since the 1980s but Black
neighborhoods have not experienced the same investment, resulting in
persistently high rates of unemployment, housing insecurity, and high
school absenteeism. Gentrification occurs parallel to and intersects with
these trends influencing the distribution of services and resources in
healthcare delivery. Devastatingly, two safety net hospitals with ob-
stetric units have closed in the last two decades — both in predominantly
Black communities. Black women and their infants, particularly in areas
with high rates of low-income families (i.e., Wards 5, 7, and 8 in the
northeast and southeast quadrants of the city) bear a disproportionate
burden of poor perinatal, maternal and infant health outcomes. Black
women experience 90% of the maternal mortality in Washington DC
despite comprising less than half of the population (Maternal Mortality
Review Committee, 2023). Black infants experience five times the rate of
infant mortality compared with white infants. (DC Health Matters, n.d.;
Hoyert, 2023). The underlying cause of these health inequities in Wards
5,7, and 8 is multifactorial and largely due to underinvestment due to
structural racism in key sectors including, healthcare, housing, trans-
portation, education, and employment infrastructure (King et al., 2022).
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2.5. Data Collection

Participants were eligible for the study if they were >18 years old,
spoke English, self-identified as Black/African American, and had given
birth in the past two years. We recruited participants using a purposive
sampling strategy focusing on Black birthing people in the Washington
D.C. area via social media posts, Community of Hope clinics, and Black-
serving community-based organizations that shared study information
via email. Within Washington D.C., our recruitment was centered in
Wards 5, 7, and 8. Interested participants were screened for eligibility by
phone, text or email with a study team member, or directly via a
Qualtrics registration form. The form included study information, elec-
tronic consent, focus group sign-up, and a brief demographic survey. We
obtained informed consent either orally or electronically, depending on
participant preference. Participants selected the focus group date and
time that was most convenient. All focus groups were conducted virtu-
ally via Zoom, including an option to join by phone, and were digitally
recorded. Focus groups began with the facilitators introducing them-
selves by name, their role on the research team, their primary profes-
sional role, and their shared commitment to improving and caring for
Black birthing people in the postpartum period. The focus group began
with prompts from the focus group guide but allowed space for the
discussion to follow participant interests. The focus group guide (See
Appendix A.1 Supplementary Data) aimed to elicit participant per-
spectives on their definition of “being well” during the postpartum year,
ways that racism impacts well-being, services and support they would
like to see offered in the postpartum year, and specific needs they had at
various stages in the postpartum year. All study participants received a
$75 gift card for participating in the focus group.

2.6. Data analysis

Audio recordings were transcribed verbatim by a professional tran-
scription company. We analyzed the data using Dedoose Version 9. We
used directed content analysis to guide the analysis, a method used to
support or extend a theory within a specific context (Hsieh & Shannon,
2005). Author NJ read transcripts several times and once familiar with
the data, created a preliminary codebook by first utilizing deductive
coding to identify an initial set of codes then incorporating an open
inductive approach to allow flexibility to explore emerging patterns
while simultaneously considering the application of Black feminist
theory (Braun & Clarke, 2021). Three team members (LA, NJ, and CX)
then reviewed and revised the codebook to ensure shared understanding
of each code, and how to apply it. These three then coded the same
transcript, compared coding applications, and resolved discrepancies
through consensus. The revised codebook was then applied to a second
transcript coded by all three. At this time, the codebook was applied
with >80% consistency across all three coders and was applied to the
remaining transcripts. We clustered codes into overarching categories
which led us to our final list of themes. Black feminist thought informed
how we conceptualized themes by shaping what we found meaningful to
identify and report on (e.g., how participants related their postpartum
care to the historic legacy of slavery and racial oppression). LA, NJ, and
CX met regularly throughout the analysis process to identify, develop,
and refine themes. The themes and findings were reviewed with the
midwifery director at COH (co-author, EMre), clinical and administra-
tive leaders, and direct services staff including clinicians and care co-
ordinators. We used multiple techniques to enhance trustworthiness
throughout each phase of the research process, including purposive
sampling to recruit participants who best represent the aims of the
study, maintaining an audit trail of coding decisions and procedures and
provide detailed methodological reporting in this manuscript,
describing negative cases in the findings and using thick, rich descrip-
tion to provide a detailed account of participant experiences including
the wider context and interpretation of their experiences (Lincoln &
Guba, 1986).
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3. Results
3.1. Participant characteristics

We conducted a total of four focus groups with n = 23 participants.
The focus groups lasted about 90 minutes. Participants ranged from 18
to 41 years old with a mean of 30.5 years old. All participants identified
as women. About a third (34.8%) had a college degree. See Table 1 for
additional participant characteristics.

3.2. Themes

We identified four themes: (1) “We never get a break” - Legacy of
slavery, Jim Crow, and the strong Black woman trope; (2) “They were
just really unconcerned about me” - Structural neglect; (3); “The doctor
didn’t listen to me” - Racism and other oppressions, and (4) “This year is
not about carrying the heaviest burden” - Racial reconnaissance, resis-
tance, and rejoicing. Below, we present the main themes along with
exemplar quotes.

3.1. Theme 1 “We never get a break” — Legacy of slavery, Jim Crow and
the strong black woman trope

The historical legacies of slavery and the disenfranchisement of the
Jim Crow era contribute to contemporary challenges during postpartum.
There is a pervasive sense that society does not want, or allow, Black
women to claim the rest to which they are entitled. Black women live in
a society that forced their enslaved ancestors to immediately return to
work postpartum, ancestors who were denied time for rest and healing:
“I think a large part of that experience for us as Black women is
remembering that, historically, for us as African-Americans specifically,
we didn’t have a postpartum period. We didn’t get the chance to take
time off to relax.”

This participant highlighted the importance of considering the
enduring impact of the Jim Crow Era, when employment options were
limited for Black women, and many were employed in household posi-
tions caring for the children of White women while being unable to care
for their own families.

I'm talking about just the 1960s, Jim Crow era, where our great
grandmothers were forced to be maids for White women, so [White
women] could be housewives. That it’s like, "Well, what are you
doing? You're just sitting around all day. You think to eat all this
food, and oh, just because you had a child breastfeeding. Well, you
don’t have to do all that. You can work. Why can’t you do this? Baby
needs a bottle." It’s just a lot of additional pressure that’s being put
on African-American women because of our history of being forced

Table 1
Demographic characteristics (n = 23).

Characteristic Total n (%)
Age (Mean, SD) (Range: 18-41) 30.5 (4.7)
Employment

Employed 11 (48%)

- Full Time 10 (43%)

- Part-Time 1 (2%)
Not Employed 12 (52%)
Did your employment status change postpartum?

- Yes 10 (43%)

- No 13 (57%)
Was the employment status change related to childcare issues? (n = 10)
- Yes 6 (60%)

- No 4 (40%)
Education

Graduate Degree -

College Degree 8 (35%)
Some College 9 (39%)
High School 6 (26%)
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to do too much. As a result, a lot of us are still out here doing too
much.

Participants expressed feeling compelled to deprioritize their own
needs in the face of competing priorities and demands. Postpartum
physical recovery proceeded alongside intense emotional peaks and
troughs, early newborn parenting, and a myriad of other stressors
associated with everyday life including employment, parenting older
children, errands, intimate relationship management, household chores,
and return to paid work. “It’s a lot to have children, it’s a lot to provide
for children, it’s a lot to just take care of them, period, and then on top of
that, take care of ourselves outside of that, it could be overwhelming. It
could be very overwhelming. We never get a break.”

Postpartum is a challenging time characterized by concurrent feel-
ings of chronic overwhelm and an internalized stigma that precludes
Black women from asking for help. Participants reported they could not
ask for help, felt prohibited from expressing their emotions, and expe-
rienced pressure, both internal and external, to prioritize the care of
others. “There’s that stigma that [Black women] have to be strong all the
time. ... I can’t show weakness, I got to get this together, I got to do it all.
People forget that first of all, we’re human, we’re women.”

Black women feel compelled to deprioritize their own needs in the
face of competing priorities and demands. Postpartum physical recovery
proceeded alongside intense emotional peaks and troughs, early
newborn parenting, and a myriad of other stressors associated with
everyday life including employment, parenting older children, errands,
intimate relationship management, household chores, and return to paid
work. “It’s a lot to have children, it’s a lot to provide for children, it’s a
lot to just take care of them, period, and then on top of that, take care of
ourselves outside of that, it could be overwhelming. It could be very
overwhelming. We never get a break.”

Some participants felt like there was a standard against which they
were falling short, that they should be able to have it more together than
they did. This participant shared her assessment of why she, and other
Black women may find themselves in this position: “[Black women] put
a lot of pressure on ourselves to be our best and do our best. We sacrifice
a lot for others around us. Again, we don’t prioritize ourselves.

The persistent need to do all the things often interfered with their
ability to just be present and connect with their newborn:

It’s just like, "Oh my God, I got to wash dishes. I got to wash these
clothes." I have to just clean up the house, then also clean up myself, I
got puke in my hair...Ugh, your body’s trying to get itself back level
and it’s just like "Just give me a second just to go to the bathroom and
clean myself up." You’re walking around the house, you got this big
pad on, this diaper on, and you’re just bleeding, you just feel like,
ugh, and then you just have this little person.

Participants embodied an enduring tension with the need to feel and
be seen as strong, simultaneously rejecting and affirming it. Some par-
ticipants felt a strong sense of empowerment asserting their strength but
acknowledging difficulty expressing weakness or vulnerability. This
tension could occur in relationships with others, and internally as par-
ticipants negotiated their own self-concept during the postpartum
period — wanting to feel and be seen as Strong, while also having a deep
desire to be seen as vulnerable and worthy of support.

I think that we are just thought of as in “We’re strong.” ... While we
are. I'm weak though. This is a very vulnerable time for me. I think
that people miss that, and I think sometimes it’s hard for us to say
that because we do have so many good days or...you’re coaching
yourself that you are okay when you’re tired.

Other participants reinforced the idea of super woman strength and
embraced it as a way of giving meaning to their circumstances. The need
to be a “strong Black woman” persists as a contributor to a shared
identity and collective solidarity:
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Black women are very strong and they’re forever and it’s never going
to stop. It’s never going to stop. Kudos to the men, to the fathers, the
real ones, yes, but mothers have been doing this forever and it’s
never going to stop. I just always give great blessings and kudos to all
the strong mothers...It do get hard, but we can get through it.

3.2. Theme 2 - “They were just really unconcerned about me ...” -
Structural neglect

Participants reflected that their healthcare encounters during post-
partum prioritized the baby and neglected their needs as a birthing
person. Most Black women in this study described having minimal or no
contact with their provider until 6 weeks postpartum while their
newborn had several visits in the same period. Participants recounted
the experience of having their needs erased by virtue of never being
assessed, or when raised, simply dismissed.

At the five-day visit, they were just really unconcerned about me and
my situation. It’s like, "We’re really here to check on that baby." I'm
like, "Okay, but I just gave birth." "Yes, yes, yes, we’ll talk to you in
two weeks." I'm like, "Two weeks? I just gave birth. [ am concerned
about me." "Yes, yes, in two weeks we’ll talk about you and then not
again until six weeks."

Participants shared a collective belief that the ideal postpartum
period focused on rest, joy, connection, rejuvenation, and healing while
being buttressed by family and community support; however, they
consistently shared that this ideal was not accessible: “I think that spe-
cifically for a Black woman, or specifically for myself as a Black woman,
I think that we’re often forgotten in the postpartum period.”

Feelings of abandonment by the healthcare system were pervasive.
The 6-week visit was often a disappointing encounter, performed in a
perfunctory and cold manner. Healthcare providers appeared to
approach the 6-week visit as a checklist to be conquered and failed to
engage deep listening, nor convey compassion and interest in their
wellbeing: “I had one visit. I think they weighed me, took my blood
pressure, and just [asked], "How was the delivery?" type of questions. It
was fast.” Furthermore, the conceptualization of postpartum as a six
week period contrasted with women’s need for ongoing support from a
healthcare provider. Participants echoed a desire for the health system
to provide them with proactive guidance and care. They did not know in
advance what their needs might be or how to justify seeking additional
care when at six weeks they were labeled “recovered.” Having to ask for
care in the context of continually deprioritizing their own needs was a
barrier to seeking care. The desire to feel cared for was profound.

Postpartum is more than six weeks. The hard part was at the end of
that six-week check-up, they said, “Okay, you're good. We’ll see you
back in a year.” I'm like, “A year?” Then, they said “Well, come back
if you need something.” I can’t just say [to the provider], “I want to
see you. Check on me.” That was disheartening.

The 6-week visit was often a disappointing encounter, performed in a
perfunctory and cold manner. Healthcare providers appeared to
approach the 6-week visit as a checklist to be conquered and failed to
engage deep listening, nor convey compassion and interest in their
wellbeing: “I had one visit. I think they weighed me, took my blood
pressure, and just [asked], "How was the delivery?" type of questions. It
was fast.”

Participants reflected on how societal expectations to return to work
6-weeks after birth and lack of parental leave reinforced the 6-week
postpartum recovery period as the norm. The lack of worker pro-
tections was experienced as another form of structural neglect wherein
Black women are not entitled to rest and recuperate. Lacking or minimal
parental leave benefits was cited as a barrier to a more expansive and
encompassing view of the postpartum period. This participant com-
mented on the expectation that birthing people can or should return to



N.K. Jeffers et al.

work quickly after birth: “It’s like, “Oh, you carried a baby for nine
months, you have the baby, then boom back at work.” It’s like you never
get that actual break to yourself. It’s ongoing.”

Attending postpartum appointments can feel like another “to-do” on
a long list of competing demands, particularly for Black women who are
socialized to deprioritize their needs and who may have experienced
mistreatment during pregnancy or birth. Participants wanted to be
approached with more care and concern by healthcare providers and
staff, but often felt let down by callous communication and adminis-
trative barriers. Healthcare providers failed to notice symptoms of
emotional and social distress that made attending visits challenging.
Their response was demeaning and punitive instead of therapeutic.
When not treated with care and concern, they accessed internal strength
to move forward:

My six weeks checkup, I was just a single mom at this point, heart-
broken. I had lost my job, and [was on] the verge of losing my place. I
have a new baby, no support, and I didn’t feel like going to the
doctor. I had rescheduled my appointment twice. Now, they’re
yelling at me. My doctor’s office [said] “ma’am you need to come
in.” It doesn’t make no sense. Nobody’s saying, "Are you okay?" I get
all the way there, my Uber was tripping. The lady [at the front desk]
is like “You're late, you’re going to just have to come back.” I burst
out crying. Nobody said, "We’ll see you today, something is wrong.” I
just feel like, I just thank God, because I had the strength to go home,
cry, and pick myself up the next day, but what if I didn’t?

3.3. Theme 3- “The doctor didn’t listen” — Racism and other oppressions

Racism is a routine experience for Black women during pregnancy,
birth, and postpartum care. Participants shared direct and vicarious
experiences of racism throughout the pregnancy continuum. They were
subjected to microaggressions, not being listened to, having concerns
not appropriately evaluated and treated, and being coerced to accept
recommended treatment. Health care providers dismissed ongoing
concerns including about pain.

I was hurting a lot. It was hard for me to pump...I asked my doctor
but my doctor was like- "No, you’ll be all right." She just treated me
like I'm just a new mom worrying, but I had real problems and real
concerns.

Experiences of racism in pregnancy influenced decisions around
postpartum and pediatric care. Participants sometimes avoided or
delayed being seen for a medical concern because they were afraid of
being pressured to consent to medical decisions. Coercion during labor
and birth spurred reluctance to be seen for postpartum concerns.

That’s how I feel racism plays on the postpartum ... not wanting to go
and honestly and truly, and I'm embarrassed to say it, but after I had
him, I had an episode where my fever had went up. And I was
literally okay with more treating myself rather than going to the
hospital because I knew what it would feel like and what [would
happen] if I decided to go to the hospital. I literally honestly probably
could have died because I chose not to go to the hospital due to what
I had experienced being pregnant with my son. Racism for Black
women plays [a role] in so many different areas, not just with the
color of our skin, but also us not having a voice for ourselves.

Declining recommended care is accompanied by significant fears
about having children removed by child protective services. This fear
can pressure Black parents into consenting to care that they may have
otherwise declined: “You’re seeing these cases now where children are
being snatched from parents and so you feel like you have to comply in
order to keep your child with you.” The criminalization of Black women
and families can be particularly dangerous when it comes to mental
health. Participants experiencing postpartum depression reported being
reluctant to seek help because of concerns that a need for respite care
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would result in the loss of child custody.

I feared that people would see me unfit to take care of my child. It
was like, I needed help, but I was also so afraid to say that ‘I need
help’ because what did that mean for my baby and my other child?
For me, what does that help look like? Does it look like you’re taking
a baby away from me, even though I do want you to give me a little
break and to help me.

Lack of diverse healthcare providers limits opportunities for racial
concordance and cultural safety. Participants raised concerns about the
lack of diverse healthcare providers and linked the phenomenon to
larger demographic shifts and gentrification occurring in Washington,
DC.

The problem that we run into now is, postpartum, all of the doctors...
They’re all White. I don’t think [healthcare center] has any Black
people beyond...people who are in admin roles or coordinator-type
roles. I love the environment, I love the programs that they offer, I
love the resources that they provide for us, I just hope that there
continues to be representation for Black people because of what we
see as a trend in a lot of places in DC that were historically Black,
they’re no longer historically Black. We are now becoming a mi-
nority in ‘Chocolate City’.

Participants described subtle and overt ways that they experienced
being left behind or abandoned by the health care system in racialized
ways, including being forgotten about by someone who was supposed to
care for them.

I had a doula, but she forgot about me. If I was White, she probably
wouldn’t have forgot about me, but she did, and I delivered my baby
by myself and I'm still supposed to have a doula to this day and she
just did not show up.

While participants largely identified White physicians as perpetra-
tors of racism, participants noted that harm can be perpetuated by a
wide range of individuals in different professions and races. “Racism still
exists too. People will probably look at other people ... as if they better
than the next one ...[People of] all colors [do this]- Black, White, His-
panic.” Racial concordance was not sufficient to ensure cultural safety.
Participants described how socioeconomic, class, and education differ-
ences between Black patients and Black providers could be fraught with
judgement, fear, and lack of listening attention. “I'm just saying, because
you got some Black people that haven’t lived the Black life. They were
fortunate to be upper class and stuff like that.”

Structural racism in the form of community disinvestment such as
income inequality, housing segregation, food deserts, racially segre-
gated healthcare, and lack of adequate transportation manifest as bar-
riers to care in unique ways during the postpartum period. Safety-net
programs such as medical transportation services and voluntary home-
visiting programs do not address structural racism and are not univer-
sally available, but some participants lauded them as significant con-
tributors to postpartum survival. This participant shared:

I actually joined a mommy and me program. They actually gave me
transportation up to six weeks. My last day was actually last Friday. I
don’t know if everybody got offered that. That would have been
helpful because they give you your own Uber or Lyft.

For the vast majority of participants, the impact of structural racism
was not adequately addressed by the maternal healthcare system and
dealing with eviction, job loss, lack of income, and lack of transportation
options made it challenging to engage in postpartum care. Simply get-
ting to and from health visits had steep physical and emotional costs.

With a new baby, the bus is not all clean and you don’t want to take
the baby out...It’s a brand new baby just came out of me. My biggest
[concern] was lugging around [the baby] trying to recover and your
body just feel like it just let loose an elephant or something.
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Other participants noted that racism and class oppression inter-
sected, often with health insurance as a social marker in health care
settings. Participants who have had both private and public insurance
noted that they were treated better when they had private insurance.
Anti-Black bias felt magnified if they were also experiencing economic
precarity or used public insurance.

Racism is just a really big thing still. A lot of people try to act like it’s
not, but if you ... don’t have the best insurance or if you're in be-
tween insurance, [providers are] still not going to work you the way
[they would] if you had. When I was 20 on my father’s insurance and
he’s working for the government, it’s a difference of if you can afford
things and [if] you can’t, and it’s a difference in how you’re treated.

3.4. Theme 4 - “This year is not about carrying the heaviest burden” -
Tacogacial reconnaissance, resistance, and rejoicing

Actively choosing Black healthcare providers is one of the ways that
participants engage in racial reconnaissance try to avoid racism in the
healthcare system. Racial reconnaissance is one aspect of obstetric
racism that captures the immense efforts participants put forth to avoid
or mitigate racist encounters, including hypervigilance about medical
decision-making and selecting providers. These decisions were often
driven by fear of coercion, family policing, and discrimination.

You're a little bit fearful on whether you should be seen by [a White
provider] because you're either not believed, not taken seriously or
things aren’t being pursued as much... I think that those experiences
make me very careful with who I choose to have see my own children
in that postpartum period.

Other participants agreed: “I know that people say, oh, there’s
racism, no. Black people need Black people at the end of the day” and “I
feel more comfortable seeing somebody that looks like me and can
identify with our culture.

Choosing a Black provider was an intentional choice because they
felt more at ease with Black providers. They described having results
explained more fully and with appropriate context which helped to calm
their anxiety while fostering understanding and connection.

I have typically gone with getting my care from Black primary care
physicians or minority primary care physicians and dentists. His-
torically, I would go to [practice name] because it’s a historically
Black establishment and facility. That was my reason for choosing
[my midwifery practice] because it was all Black midwives with the
exception of one White midwife. I felt most comfortable in that
environment with Black care.

Descriptions of Black midwifery care stood out amidst most care
experiences, with a holistic focus on well-being spanning physical, so-
cial, and mental health needs. One participant shared that she inten-
tionally sought Black midwifery care for her second pregnancy as she
created a supportive “village.” Cultivating a village of support spanning
the entire perinatal continuum and into parenting is an intentional
rejection of the predominant societal expectation for Black women to
stand alone, coerced into silence, despite multiple unmet needs.

This time I allowed myself to really take advantage of being able to
have someone to help me figure out how to, not only help my
nutrition, but to just get the whole house straight. So that way it can
be an overall thing where my children, my husband, and all of us are
taken care of. And having people not just ask me questions off a sheet
of paper, but asking how am I truly doing? Is there anything that I
need? Are there any diapers that I need? The nursing pads and
nursing bras, all those! Do you need any baby carriers? Just still
making sure that I'm not lacking. Whereas sometimes I think for
Black women, we don’t easily ask for help because we don’t want to
be a burden. This time, this experience, I really felt like I had a village
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and I felt like my family was on point with the village that I had
created for my pregnancy and early postpartum period. Yes, that has
been a great experience thus far.

Many participants recounted actively resisting the Strong Black
Woman trope and its harmful impact on their quest for rest, healing, and
wellness in the postpartum year. Some participants did not realize until
they had multiple children, and were more seasoned mothers, how hard
they had pushed themselves. They resisted the trope by actively pur-
suing rest, seeking care from trusted providers, and building a com-
munity of other mothers for support, friendship, and sisterhood. The
importance of accepting help, both from trusted loved ones and through
formal mental health therapy, was highlighted.

Sometimes people say, "You need help?" We as strong Black women
always say, "Oh, no, we got it. We got it," and the whole time we’re
overwhelmed for real. We just don’t want to be someone else’s
burden. For me, help is therapy. Help is my mom

Those with the economic resources to do so sought professional help
with household tasks. Finding ways to access rest by seeking and
accepting help was not shameful, but important and empowering. Par-
ticipants wanted that ease both for themselves, and to free them up to
better enjoy their spouse and children.

We just restarted in-home cleaning service because we got jobs, why
not? This year is not about carrying the heaviest burden or trying to
be perfect, it’s about lightening my load so that I can be more of a
mom and a spouse to my household.

Claiming moments of joy signaled resistance to the narrative of
victimhood and sacrifice. Participants shared how their children were a
source of deep joy during the postpartum journey. “I'm happy, she’s
happy and she’s just strong. She makes me happy. She helps me just by
being herself, by just being here”.

Participants described how their children provided nourishment
during the difficult parts of the postpartum journey:“For me, what
helped me was my baby’s smile. Every time I was going through
something, and my day wasn’t going well, I turned around and his little
face is smiling like he’s just having the time of his life.”

Participants deeply desired a postpartum period filled with joy and
celebration, and accessed moments of connection. These focus groups
became a microcosm of connection and joy with participants offering
one another support in call and response format both when sharing
hardships and celebrating one another.

Being a woman, and let alone being a Black woman, it is a job all by
itself. We go through so much that people just don’t understand. I
think celebrating us as women, having those celebration moments [is
important]...We don’t celebrate ourself enough...Being a mother has
its ups and downs, but it also should be celebrated as well. Ain’t that
right, Mama? Yes!

4. Discussion

This study aimed to explore postpartum experiences of Black women,
including their experiences with racism, for the sole purpose of caring
for them as whole persons in the postpartum period and bringing their
insights and strengths to bear in the reimagining of postpartum care. In
this study we found that Black women link distressing experiences of
postpartum overwhelm and overwork to the legacies of slavery, Jim
Crow and persisting racial tropes. Participants described ways that
neglect was structured into the postpartum standards and systems of
care. Finally, Black women recounted the experience and consequences
of obstetric racism, and their efforts to resist racism and enjoy
motherhood.

The intergenerational legacy of slavery deeply impacts the post-
partum experiences of Black women/birthing people via persistent
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structural, interpersonal, and internalized racism, stigma, and bias. We
found examples of the ways in which the strong Black woman trope, a
myth that finds it origins in slavery (Woods-Giscombé, 2010), played an
active role in shaping participants’ postpartum experiences. Black
women must often navigate their performance of motherhood and
personhood according to the strong Black woman trope, which has been,
simultaneously, both a burden and a balm. The myth that Black women
are innately and uniquely strong has been used to justify enslavement,
unethical experimentation, disregard of pain and suffering, and social
and medical neglect. Like a double-edged sword, it celebrates resistance
and survival within oppression and encourages super-humanness to
withstand continued adversity and abuse. There is no space for Black
women to be vulnerable or nurtured (Abrams et al., 2014; Wood-
s-Giscombé, 2010). When internalized, the Strong Black Woman trope
contributes to psychological distress and a willingness to overwork
oneself (Godbolt et al., 2023). Most participants communicated feeling
burdened and trapped, unable to fully heal, rest, and enjoy the post-
partum period, consistent with existing literature that describes the
detrimental mental health effects of the strong Black woman trope
(Abrams et al., 2019). However, some participants found comfort and
meaning in the idea of being strong in the face of adversity. In the
context of the postpartum period, and keeping in mind unmet perinatal
mental health needs (Taiwo et al., 2024), understanding the enduring
role of the strong Black woman trope is critical to rethinking postpartum
care so that it is inclusive of ways that Black women can generate pos-
itive self-perceptions that contribute to healthy coping mechanisms
during stressful periods, that prioritize access to rest, healing and
restoration as a manner of course, rather than something that must be
continually demanded, navigated and re-negotiated in healthcare,
family, and work environments.

This study highlighted the ways in which neglect is embedded
structurally through postpartum clinical standards of care and upheld
through reimbursement policies and labor exploitation. Participants
reported that healthcare providers neglected their ongoing care needs
after birth, and that this neglect was normalized through the sole 6-week
postpartum visit. We reflect on the public health and clinical implica-
tions of this abrupt drop off in care below, providing suggestions for
improving the standards of postpartum care. The findings suggest that
the lack of federally mandated paid maternity or parental leave, and
worker protections buttress the expectation that a 6-week period of
postpartum recovery is sufficient (Hawkins, 2020). Without a federal
mandate, most birthing people lack paid parental leave and employment
protections forcing many to rapidly return to paid work in order meet
their financial obligations. Furthermore, current prenatal, birth, and
postpartum care is bundled as a global fee that does not vary depending
on whether patients attend the postpartum visit. This structure dis-
incentivizes health systems and providers from facilitating postpartum
care access and utilization (Stuebe et al., 2021). The findings suggest
that new models of care should address underlying structural and social
determinants of health (Neerland et al., 2024) such as paid leave and
reimbursement structures.

Our findings align with previous study findings on the impact of
obstetric racism on perinatal experiences and care (Davis, 2019;
Ogunwole et al., 2023). Participants described interactions with
healthcare providers who launched discriminating slights, disregarded
or improperly assessed their concerns, and demanded compliance with
recommended care. Fearing that non-compliance would lead to crimi-
nalization or family surveillance, these experiences seem to influence
participants’ willingness to be evaluated for potentially dangerous
health concerns that arise postpartum. This finding suggests how racist
experiences with the healthcare system can have potentially long-lasting
and life-threatening health effects leading to poor outcomes, a critical
area for future research.

Despite much emphasis during the focus groups on challenges
endured in the postpartum period, participants’ meaning making of
their postpartum experiences were neither wholly passive nor negative.
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Rather, participants recounted ways in which they seized opportunities
to resist oppressive structures, employ agency, and revel in the parts of
parenting that greeted them with joy. Black women have specific and
clear ideas about the care that they want to receive and are active ar-
chitects, working to produce a positive and nurturing postpartum
experience. Black women in this study recounted that finding Black
healthcare providers was a strategy employed to avoid racism and its
potentially harmful impact on their health. Davis’ obstetric racism
theory helps us to identify this labor as racial reconnaissance, a strategy
that she describes as “herculean efforts” taken to avoid racism (Davis,
2019). This necessary hypervigilance influences actions that Black
women take to construct postpartum experiences that feel safe and
trustworthy to ensure their physical, social and emotional wellbeing
(Lyndon et al., 2023). Seeking a Black midwife or other healthcare
provider was one way in which Black women constructed a village of
care centered on perceptions of shared cultural identity, values, and
understanding.

It was not lost on the authors of this article that the most positive
discussions around the postpartum period centered around the joy of
their children. Normative constructions of motherhood often excludes
Black mothers (Arendell, 2000) who are typically subjugated to offen-
sive and derogatory tropes that simultaneously play on racism and
classism like the “welfare queen” or “baby mamas.” Furthermore, the
discussion of joy in motherhood often bypass the realities of mothering
for Black women which may encompass experiences of racism, fear of
discrimination, family policing, and neglect in care (Smith, 2024;
Turner, 2020). In thinking about creating new norms around post-
partum care it will be critical to develop interventions that hold these
tensions — a desire to address needs and challenges while also simulta-
neously creating spaces that allow for joy to be nourished and cultivated.

4.1. Public health and clinical implications

Notably, our findings have implications for transforming current
approaches to postpartum care. Participants in our study communicated
a pervasive sense that, following birth, the birthing person no longer
mattered, as evidenced by a postpartum care structure that Black women
often experienced as neglectful. Care in the postpartum year focuses
almost exclusively on the newborn with visits at 3-5 days, and 1, 2, 4, 6,
9 and 12 months. The American Academy of Pediatrics recommends
pediatricians screen mothers for postpartum depression at these visits;
however, research demonstrates low implementation (Barrow et al.,
2022). The Black women in our study largely received postpartum care
as a solitary six-week visit.

Clinical Practice Change Recommendation: Black women deserve
to be proactively cared for the postpartum year, with early and regular
contact during the newborn (0-8 week period) and ongoing support from
a diverse clinical team including physical, mental, and social wellbeing
through 12 months postpartum and beyond.

In 2018, ACOG issued a Committee Opinion stressing the importance
of a new approach to the postpartum period that extends beyond the
single six-week visit, encouraging contact within 2 weeks, and ensuring
a personalized continuum of care through 12-weeks, particularly for
those at high risk for mortality and morbidity (American College of
Obstetricians and Gynecologists, 2018). However, it is unclear whether
and to what extent these recommendations have been implemented —
particularly because they did not outline a model of care that included
visit schedules, content, and potential benefits. The findings from this
study suggest that prioritizing the newborn while neglecting the birthing
person is still the prevailing standard.

Clinical Practice Change Recommendation: Leading professional
organizations have a responsibility to delineate and expand the recom-
mended content and frequency of postpartum care assessments that
focus on whole person wellness. The prevention of morbidity and mor-
tality is critical for birthing people, and they deserve postpartum health
guidance that facilitates wellbeing and quality of life.
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The underlying message communicated from conception through
postpartum is that pregnant people are valued as sites of labor and
production, but not valued for their own intrinsic humanity and worth,
and thus not worth caring for postpartum. This value system is rooted in
the legacy of slavery in the US where the children of Black mothers were
bought and sold as a commodity (Owens & Fett, 2019). The prioritiza-
tion of the fetus/infant is a recurring theme in reproductive health,
wherein conceptualization of the fetus as a person is often elevated
above the desires and health of the pregnant person (Milne, 2020). This
fetus prioritization undermines maternal autonomy in decision making
and occurs in context of the right to obtain medical care, such as abor-
tion, and the ability to decline recommended care during labor and birth
(Niles et al., 2021; Stoll et al., 2021). While the updated 2018 ACOG
guidelines (American College of Obstetricians and Gynecologists, 2018)
were a major step forward, they still fell short because they uphold the
view that the baby and the birthing person are wholly separate. Par-
ticipants noted that their care was separate from their baby’s even
though they had early and ongoing needs to engage with their health-
care provider. The birthing person and baby are two individuals, and yet
their wellbeing is necessarily bound up in each other. If the birthing
person is not well, that can impact the baby negatively, and vice versa.
Relying on one six-week visit to provide a plethora of care ignores the
need to advance a salutogenic approach to promote wellbeing by
approaching care in a dyadic format.

Clinical Practice Change Recommendation: A transformational
approach to postpartum care would consider ways to design postpartum
care that acknowledges the tension and honors the symbiosis between
the birthing person and the newborn. Existing models of dyadic post-
partum care common in community midwifery tradition can be imple-
mented and scaled (Thompson-Lastad et al., 2024). Group well child
care models could also be adapted to include education and care com-
ponents for the birthing person and potentially other parents/caregivers
(Gresh et al., 2023). These innovative models of care must have sus-
tainable payment and reimbursement mechanisms to ensure that they
are sustainable for health facilities and a manageable workload for
health care providers.

To optimize postpartum care, ACOG (2018) recommends increasing
the number of postpartum visits up to 12 weeks postpartum. This
recommendation lacks guidance on care during the remaining nine
months of the postpartum year. Centering the needs and desires of Black
women can help us to fill this gap, specifically that postpartum care must
expand beyond the singular focus on physical recovery. Currently,
postpartum care largely focuses on addressing acute concerns to prevent
morbidity and mortality, physical healing after birth, contraception
needs to lengthen the interpregnancy interval, and chronic health needs
that may impact future pregnancies or general health (Paladine et al.,
2019). However, the Black women in this study communicated that the
postpartum period is its own distinct life stage with a myriad of physical,
emotional, and social needs for the birthing person both as an individual
and in relation to the child, their loved ones, and the larger context of
the circumstances of their life. Furthermore, receiving holistic care from
wellness and delivered in reverence to racial and cultural identity was

Clinical Practice Change Recommendation: A new model of
postpartum care could buttress this intense period of physical,
emotional, and social transformation that is not confined to six weeks
but instead encompasses at least a year and bridges into a more trust-
worthy relationship with a healthcare system that has met the needs of
birthing people. A trustworthy healthcare system must include health
care providers that reflect the populations being served. Opportunities
to offer racially and culturally concordant holistic care, including Black
midwifery care should be explored. The findings suggest healthcare
systems should offer care services that promote wellness as defined by the
people being cared for. Postpartum health care offerings should also
incorporate principles of trauma-informed care and include components
that promote mental and social wellbeing (Niles et al., 2024).

SSM - Qualitative Research in Health 7 (2025) 100536
4.2. Strengths and limitations

This study adds to the body of knowledge that aims to describe and
contextualize the full spectrum perinatal care and experiences. Our
study’s findings must also be interpreted in the context of its limitations.
We used a community-based sample in one geographic area; thus, our
qualitative findings are not necessarily reflective of the postpartum ex-
periences of all Black women. We did not specifically explore how our
participants’ socioeconomic and class backgrounds, birth experiences,
or family composition (i.e., number and age of children, partnership
status, labor companionship, or primary birth attendant) influenced
their racialized treatment experiences. All of the participants self-
identified as Black women, therefore our study may not capture the
intersectional experiences of gender diverse individuals. Finally, our
study also did not include participants who experienced pregnancy or
infant loss, a group with critical postpartum needs that must be explored
in future research.

5. Conclusion and future directions

Our study sought to describe and explore the postpartum experiences
of Black women in DC. Their stories draw attention to 1) the ongoing
role of racism including the legacy of slavery and Jim Crow; 2) the ways
in which the current approach to postpartum care is built on principles
that promote neglect rather than an abundance of wellness; 3) the
encompassing impact of racism in the healthcare setting; and 4) the
active role that Black women take to employ resistance and settle into
joy. Our findings shed light on the ways in which postpartum care is a
neglected time for health care and suggest that an innovative approach
to postpartum care specifically attentive to the needs of Black women/
birthing people is warranted. A new approach to postpartum care could
be transformative if it is grounded in the promotion of wellbeing rather
than solely the prevention of mortality and morbidity, adapts dyadic
prenatal care to postpartum, and extends the period of postpartum care
through at least the first year. Furthermore, these results further point to
the need for postpartum care that goes beyond addressing discrete social
needs and instead addresses underlying socio-structural factors that
reduce opportunities to achieve optimal postpartum wellness. Working
with Black women/birthing people to identify culturally aligned stra-
tegies to redesign postpartum care will be a critical task.
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